Abstract Chronic inability to achieve normal mouth opening can be a symptom of several diseases. Mostly the causes of inability to open mouth are articular and sometimes the cause may be extra-articular. In the two cases which are being reported in this article the causes of limited mouth opening are extra-articular and that too from rare pathologies, of which one case is of OKC of the coronoid process and the other case is of myositis ossificans of the buccinator and medial pterygoid muscle. Both the cases had adequate mouth opening both intraoperatively and at long term follow up.
We present two cases of who presented with restricted mouth opening as their chief complaint with uncommon, though not unknown, etiologies.
Case 1
A 60-year-old female patient of low socioeconomic status reported with the complaint of inability to open her mouth since 7-8 years. There was no history of trauma, otitis media or externa, exanthamatous diseases or space infection. She did not have any previous habit of pan, gutka, tobacco or betel nut chewing.
On examination, there was no facial asymmetry but her mouth opening was restricted to 2 millimeters only ( Fig. 1) . Any attempt to manually open her mouth gave a 'hard-end' feel suggestive of an obstructive bony etiology. Radiological investigations were significant as the OPG revealed a single 3cm x 2cm radiolucency at the right coronoid process. The radiolucency was unilocular, had thick radiopaque borders and had no tooth or tooth germ associated with it (Fig. 2) . Both the condylar heads appeared normal in shape and size although the joint space was reduced bilaterally.
A provisional diagnosis of extraneous variety of primordial cyst or unicystic ameloblastoma involving the right coronoid was made. Mechanical obstruction due to expanded coronoid was constructed to be the cause for the trismus.
The patient was taken up for surgery under general anesthesia after routine investigations. Fiber-optic intubation was performed and the coronoid process was exposed via the Alkayat and Bramley incision with Popowich modification. An 'L' shaped excision of the coronoid process was performed thus removing the pathology in toto (Fig. 3 ). An improvement in mouth opening of 10 to 15 mm was noticed immediately. In order to further improve the mouth opening bilateral high condylectomy and gap arthroplasty was performed. Closure of the surgical site was done in layers and postoperative recovery was uneventful.
Histopathological examination of the specimen confirmed the diagnosis of an extraneous variety of odontogenic keratocyst (Fig. 4) . 5 years postoperatively there is no sign of recurrence and patient has a satisfactory mouth opening of 33 mm (Figs. 5 and 6 ). 
Case 2
A 20-year-old female reported with the chief complaint of inability to open mouth since past 1 year. She had sustained dentoalveolar trauma to her right mandible 2 years ago following which all the teeth of right mandibular quadrant were extracted by a dentist. However, the patient noted a progressive decrease in mouth opening following the extractions resulting in almost complete trismus. On examination, she had a noticeable hollowing over the right cheek with a maximum mouth opening of 1 mm (Fig.  7) . Intraorally, a firm fibrous band was palpable extending from maxillary tuberosity region to mandibular ridge involving the pterygomandibular raphe. The overlying mucosa was normal. Temporalis and masseter muscles bilaterally showed no abnormalities. The temporalis tendon could not be palpated intra-orally adequately because of the fibrosis present.
On radiographic examination, a calcified mass extending from the maxillary
